Introduction
H ydatidiform mole is the result of abnormal gametogenisis and fertilisation, characterised histologically by abnormalities of the chorionic villi that consist of trophoblastic proliferation and oedema of villous stroma. The frequency of molar pregnancy in western countries is about 1:1000-1200 pregnancies. Though reports of molar pregnancy occurring more than once in the same woman are available, but the repetition is rare. There are instances where molar pregnancy has recurred for the sixth time [1] . A case of molar pregnancy recurring for the fourth consecutive time is reported.
Case Report
A 26 year old gravida 4, para 0 with three previous molar pregnancies, reported with the history of eight weeks of amenorrhea and irregular bleeding per vaginum. There was no history of abdominal pain, vomiting, or giddiness. Her menstrual history was regular, 28 days cycle and 3 to 4 days duration. On examination, her general condition was good. There was no clinical evidence of hyperthyroidism. Her pulse rate was 88 per minute and blood pressure was 120/80 mm of Hg. Systemic examination did not reveal any abnormality. Per speculum examination showed healthy cervix and scanty brownish discharge from the cervical os. Per vaginal examination revealed 8-10 weeks size uterus, which was corresponding to the period of amenorrhea. There was no tenderness or mass in the fornices. In view of the previous history of molar pregnancies, a clinical diagnosis of pregnancy complication, probably molar pregnancy, was made. Pelvic ultrasonography revealed enlarged uterus and cavity showed mixed echogenic area with snowstorm appearance. The diagnosis of recurrent molar pregnancy was made. Her serum beta human chorionic gonadotrophin (hCG) was 29000 mIU/ ml. Thyroid profile was within normal limits. Haemoglobin, platelet count, serum bilirubin, blood urea, serum creatinine, prothrombin time were within normal limits. Molar pregnancy was evacuated under anesthesia. Post evacuation beta hCG was 40000 mIU/ml. In view of recurrent molar pregnancy and raised post evacuation beta hCG, she was put on prophylactic on serum hCG monitoring and clinical presentation only 7.8% moles subsequently require chemotherapy. The factors considered are high levels of hCG of more than 4 weeks post evacuation (serum>20,000 IU/L; urine>30,000 IU/24 hours), persistent uterine hemorrhage, progressively rising serum beta hCG level at any time post evacuation, any detectable hCG not showing tendency to extinction, 4-6 months post evacuation, evidence of brain, renal, hepatic, gastrointestinal tract or pulmonary metastases with any level of hCG.
Repetitive hydatidiform moles in women with different partners would suggest that an oocyte problem leads to molar development [8, 9] . Since abnormal fertilization and gametogenesis is the cause of this condition, artificial insemination donor or invitro fertilization with donor ovum or surrogacy with donor sperm and ovum is a logical solution to prevent repeat molar pregnancy.
